Recent spending cuts in the area of adult social care raise policy concerns about the proportion of older people whose need for social care is not being met. Such concerns are emphasised in the context of population ageing and other demographic changes. For example, the increasing proportion of the population aged 75 and over places greater pressure on formal and informal systems of care and support provision, while changes in the living arrangements of older people may affect the supply of informal care within the household. This article explores the concept of 'unmet need' for support in relation to specific Activities of Daily Living (ADLs) and Instrumental Activities of Daily Living (IADLs), using data on the receipt of support (informal, formal state or formal paid) from the General Household Survey, the English Longitudinal Study of Ageing and the British Household Panel Survey. The results show that different kinds of need tend to be supported by particular sources of care, and that there is a significant level of 'unmet need' for certain activities.
Introduction
Meeting older people's needs for social care has always been important, but never more so than at a time when the proportion of older people is increasing in the population, and the budgets of local councils delivering or paying for care, are facing cuts. Against this background, unmet need was recognised by the then Commission for Social Care Inspection as a key policy challenge, the measurement of which is crucial in assessing the effectiveness of social care provision 1 .
Demographic change and policy reform, driven by the recent Dilnot Report on Fairer Care Funding 2 , combine to place the study of unmet need at the centre of the policy agenda.
Population ageing, resulting in the increasing proportion of older people, has created both opportunities and challenges for individuals and policy-makers alike. On the one hand, we can now expect to live longer than ever before on average. Based on 2007-9 data, women in the UK could expect to live to age 82 on average, compared to men who could expect to live to age 78 3 . The
Office for National Statistics (ONS) estimates that between 2000 and 2009, the proportion of persons aged 75 and over increased by almost 8 per cent. However, although overall life expectancy has been increasing for both men and women, the number of years that we can expect to spend with a limiting illness of disability has also been increasing. According to the ONS, in 1981 men could expect to spend 12.8 years of their life with a limiting illness or disability and women 16 years, and by 2007, these figures had risen to almost 14 and 17 years respectively 4 . Such changes in life expectancy are anticipated to have an impact on the demand for care in later life, but they have also been accompanied by other demographic changes which may influence the supply or availability of care provision in later life. For example, changes in the employment patterns of adult children, with increases in the proportion of women working in mid-life and more people working beyond age 65 may mean people have to juggle paid work with unpaid caring responsibilities, whilst changes in patterns of family formation and dissolution may impact on the availability of both co-residential and other kin who are the main source of informa l care provision.
At the same time, changes in the composition of the population have been accompanied by important shifts in the policy context of social care provision, which include the increase of overall spending on older people by councils, an increase in the cost of providing different services, a slight decrease in the overall level of services provided, and finally an 'intensification' or targeting of council services to fewer people 5 . Between 2003-4 and 2008-9, the gross expenditure of Councils with Adult Social Services Responsibilities in England on people aged 65 and over, who accounted for about 56 per cent of the total budget of such services, increased by 8.2 per cent to just over £9 billion. During the same time, gross expenditure on adults (aged 18-64) with mental health needs (who accounted for 7 per cent of the total budget) increased by 8.4 per cent, and on adults with learning disabilities (who accounted for one-quarter of the total budget) by 28 per cent 6 .
However, although the overall spending on older persons has been increasing, the cost of providing services has been rising at a much faster rate. . At the same time, local councils have been less involved in the direct provision of services. Laing and Buisson's (2007) analysis shows that since the mid-1980s, places in local authority residential homes have been on the decrease (37,500 places in 2006), while since the early-1980s, the equivalent places in the private sector have been on the increase (183,700 places in 2006) 8 . The role of local councils in directly providing accommodation for older people has also been on the decrease, with the proportion of all residents living in council-staffed homes dropping from 18 to 8 per cent between 2000-10, while the proportion of all residents living in homes in the independent sector rose from 53 to 66 per cent during this time 6 . A final trend which relates directly to the concept of need as a tool for allocating resources by local councils is the increasing targeting of resources on those most in need, or the 'intensification' of care provision. For example, the number of adults who received 'intense' home care, that is between 6-10 contact hours and six or more visits per week, increased from 73,300 in 2000 to 105,000 in 2008 9 . Figure 1 reflects this trend with the increase since the early 1990s in the proportion of households receiving 'high intensity' support and the simultaneous decrease in the proportion of households receiving 'low intensity' support. . The Commission for Social Care Inspection revealed a new group of people with unmet need, with approximately one-quarter of those seeking help from local councils falling outside the councils' more stringent eligibility criteria. Of those, one-third managed without help, one-third managed with help from family members, one-quarter paid for private support and about 10 per cent were supported by a voluntary organisation 1 . This article builds on this background in order to understand the extent and nature of unmet need for social care in later life. The remainder of this article is structured in three sections. The second section draws on academic and policy literature to discuss the way in which 'need' has been used as one of the key concepts of welfare state design and provision. This section highlights the complexity of the concept of need on the one hand, and the further difficulty of determining the extent to which a need of a specific kind has been met. The third section introduces the data and methodology used for this article, drawing on three nationally representative datasets (ELSA, GHS, BHPS). The fourth section outlines the key findings of the article, followed by their discussion in relation to the policy implications.
Conceptualising need and unmet need
The concepts of 'need' and 'want' have always been at the centre of policy design and policy provision in modern welfare states, and the extent to which the needs of people are met by the delivery of benefits and services is a key indicator of the effectiveness of a welfare state. At the same time, the definition of need by policy-makers can attach validity to one person's needs as opposed to another person's, through the formal assessment and eligibility procedures for a benefit or service. As Liddiard notes (2007: 121), 'definitions of need, whether they are explicit in policies and eligibility rules, or implicit in the decisions made by welfare providers, are rationing devices: they determine who gets what' 10 . A useful starting point for defining need in the context of social care provision is Bradshaw's (1972) taxonomy, which distinguishes between five kinds of social need: normative, felt, expressed, comparative and technical 11 . Normative need is defined by experts or professionals using professional standards, while comparative need is defined by comparing the differences in people's access to resources (e.g. services). A person's or group's felt need is based on their own belief of need, which becomes an expressed need once it has been formulated as a demand. Finally, technical need occurs when existing provision is made more effective or a new kind of provision is invented, in which case a need for a new kind of solution arises (see also Kettner et al's 1990 similar approach 12 ).
One of the difficulties of defining need, as identified by Diwan and Moriarty (1995) is the temporal dimension of the term, in other words the assumption that the needs, attitudes, expectations and values of care recipients will remain constant 13 . Godfrey and Callaghan (2000) , in their study of a user-centred approach to need, noted that 'need is usually defined in terms of demand for existing services ' (2000: 20) , thereby constraining the scope of both the demand for services and the supply of services 14 . Therefore, as socio-demographic changes shape the values and expectations of different cohorts of older people, and technological advances account for a significant part of the Office for National Statisticsrise in health and social care expenditure, projections of need and its fiscal implications have necessarily remained short-term.
The measurement of need is at the centre of how local councils operate in terms of allocating their resources to service provision. Within England, social care for older people is provided by local councils, either directly through the placement of older people in council-owned residential homes or the provision of home care services at the recipient's home, or indirectly, through the payment by councils of such placements in private sector residential homes. As a result, the definition of what constitutes 'need' is inextricably linked with the eligibility threshold for the receipt of social care and the fiscal implications of that threshold. Local authorities use different ways in order to determine eligibility. For example, the Hampshire County Council uses up to six different sets of items relating to care management, occupational therapy, self-directed support, sensory ability, mental health and wellbeing, in order to distinguish between low, intermediate, substantial and critical levels of need as well as the type of support provided.
One part of the research to-date on need has emphasised the particular characteristics of older people receiving help from informal, state or private sources, for example people who received state help were more likely to report difficulties with Activities of Daily Living (ADLs) 15 . Another part of research in this area has drawn a link between the assessment of need and the eligibility criteria for the receipt of social care by local councils, often discussing the implications for the supply of and demand for social care, and what these mean in fiscal terms. For example, Cordingley, Hughes and Challis (2001) stressed the impact of variation in assessment and eligibility between local authorities and emphasised the importance of older people's perspectives in ensuring the effective targeting of social care provision 16 . In addition, this research highlighted a number of social groups at risk of having unmet needs, who may go unnoticed in research and policy discussions. Such groups include those with a short-term illness which may have long-term consequences, older people who provide care but require care themselves, older women living alone, older people in residential care homes and people who may have need but either choose not to seek help, or choose not to accept help which is offered.
Forder and Fernandez (2010) used the Personal Social Services Research Unit (PSSRU) dynamic micro-simulation model, which makes projections about the social care system for the future, to estimate the effects of a reduction in funding for social care provision 17 . The researchers used a 'demand-led' scenario of funding, where funding increases sufficiently to maintain current eligibility thresholds and means-test criteria, and a 'reduced-budget' scenario, reflecting a 6.7 per cent per annum real terms reduction in the total budget available for social care for 2011-12 and 2012-13, based on IFS calculations. The results showed that by 2012/13 there would be 9,000 'highdependency' people with unmet need under the former scenario, and 260,000 people under the latter scenario. One of the interesting issues highlighted by this research is the crucial impact of informal care provision, recognised elsewhere in the literature 18 . Forder and Fernandez noted that, if informal care provision was taken into consideration, by 2012/13 the level of unmet need would translate to 62 million hours of care per annum under the 'demand-led' scenario or 118 millions of hours under the 'reduced-budget' scenario, while if informal care was taken out of the estimation, these numbers would rise to 143 and 231 millions of hours respectively 17 . As the demographic trends described earlier indicate, the future supply of informal carers cannot be assumed 19 .
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The conceptualisation of need involves the consideration of a person's physical, mental and emotional circumstances, which may be affected by their demographic and socio-economic characteristics. Unmet need, by contrast, relates to the amount and nature of support received by a person with needs, as well as the extent to which such support is satisfactory from that person's perspective. Finally, the support received by a person in need may come from informal sources, such as one's family or friends; from formal statutory sources, such as the local council; or finally from formal paid sources, such as a private physiotherapist. Figure 2 provides a simplified conceptualisation of unmet need, which is determined by the interaction between a person's type and level of need and the type and level of support they receive, and affected by their demographic, socio-economic and health status characteristics. One additional dimension has been omitted from this figure, and this is the source of support received (formal state, formal paid and/or informal).
Unmet need is concentrated within the red triangle, and can refer to different groups of people, for example those with a low level of need who receive no support (Group A), those with a moderate level of need who fall just below the formal assessment criteria (Group E), or those with high needs who receive formal support but who are unsatisfied by it (Group C). Using this figure, the conceptualisation of need and unmet need may be different, depending on one's perspective, as well as the type of need under consideration. For example, a local council's understanding of unmet need will depend on where the line of formal assessment is placed along the X axis, while an older person's understanding of their own unmet need will depend on where the line of their satisfaction with support is placed along the Y axis. Such satisfaction itself is subjective and cannot be generalised to a set of criteria for the older population as a whole. In addition, the figure may be relevant when conceptualising a concept of composite need, for example including both physical and emotional need, and when conceptualising different kinds of need separately.
Figure 2 Conceptualising need and unmet need
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Operationalising need and unmet need
This article presents descriptive statistics using data from the General Household Survey, the English Longitudinal Study of Ageing, and the British Household Panel Survey, in order to explore the receipt of support by older people in relation to specific needs, and the extent to which there is unmet need among older people.
The General Household Survey (GHS) began in 1971 and was carried out by the ONS Social Survey Division. In 2008, the GHS became a module of the Integrated Household Survey, called the General Lifestyle Survey (GLF). When sampling for the GHS, households were selected from the Postcode Address File (PAF) and all adults (16 and over) within that household were invited to participate. In 2001-02 there were 8,889 households in the final sample, reflecting a response rate of 72 per cent. Weighting was used to account for non-response, and also to make the sample comparable with the population distribution. The topics the GHS covers include: household composition, tenure, employment, fertility, marital status, education, income, smoking, drinking, health and the use of health services. As well as the standard questions, the GHS also includes special 'modules' which differ from year to year, and in 2001-02, the modules were 'people aged 65 and over' (the 'elderly' module), 'mobility aids' and 'usual alcohol consumption in the last 12 months'. The elderly module, which was also included previously in 1980, 1985, 1991, 1994 and 1998 , included questions on health, the ability to perform detailed activities of daily living (ADLs) and instrumental activities of daily living (IADLs), and whether, and from whom, help is received with these specific ADLs and IADLs. The sample size of people aged 65 and over was 3,356, and the 2001-02 GHS was the last time the elderly module was included in this survey.
The English Longitudinal Study of Ageing (ELSA) is a study of people aged 50 and over and their younger partners, living in private households in England. The sample has been drawn from households which had previously responded to the Health Survey for England (HSE) between range of health data and biometric measures. Each HSE sample is drawn using a two-stage sampling strategy, which involves a selection based on postcodes selected from the PAF and a random selection of households from a fixed number of addresses covering each postcode sector. As a result, the HSE is nationally representative of private households. There is a potential loss of representativeness before the ELSA data is drawn from HSE data due to non-response to HSE, refusal to be re-contacted, attrition between HSE and ELSA, and the exclusion of individuals living in institutions such as residential and nursing homes. 16 and over, of whom 3,760 were aged 65 and over and were the focus of the analysis. In relation to this article, the BHPS dataset has two significant limitations. Firstly, this questionnaire does not include information on the receipt of informal support, which is the predominant source of support in later life. However, as unmet need can take different forms, this dataset is still useful in understanding unmet need for formal (state or paid) support. The second limitation of this dataset is that the report of receipt of different kinds of support is not asked in relation to specific kinds of needs: for example we know that a person who needed help in order to bath/shower was receiving formal state support; however it is difficult to understand whether such support was used by the person specifically towards bathing/ showering or whether it was used for assistance with gardening, for example.
The order and wording of questionnaire questions, as well as the filters in place throughout the questionnaire, can pose significant challenges when trying to understand the level of need and unmet need in the older population. This is illustrated by Figure 3 which shows how questions regarding need and the receipt of support have been asked in the elderly module of the General Household Survey 2001-2, and how we can deduct that part of the population who have unmet need. For example, only those who report that they find it 'fairly difficult' or 'very difficult' to perform a task on their own are subsequently asked to report whether anyone helps them with the task, and this provides us with no information about the person who finds it 'fairly easy' to perform the task on their own, and yet they may also receive help from someone inside/ outside the household.
The analysis uses the key concepts of difficulty in performing selected ADL and IADL for understanding a person's need for social care. The tool of ADL is used in order to evaluate an
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individual's ability to perform functional activities independently 21 . ADLs refer to basic functional abilities, whereas IADLs are located at a higher level of functioning, require both mental and physical capacity, and can diminish earlier than ADLs 22 . Finally, a person is defined as having 'unmet need' when they have a need as defined above, but do not receive help with specific tasks from any source, either formal (state or paid) or informal. In the GHS and BHPS datasets, a person is defined as having a 'need' when they either (i) are unable to perform a specific task, such as bathing, or (ii) can perform such tasks only with help, or (iii) can perform such tasks on their own but experience some degree of difficulty in doing so. In the ELSA dataset, a person is defined as being in need in the same manner as above; however only if they have reported difficulty with at least one mobility task, ADL or IADL.
Results
The results are presented in two parts: firstly, the article shows the proportion of older people with a need for care, receipt of support from different sources and unmet need (i.e. no support received) for ADLs, such as dressing and bathing/ showering. The second part of this section shows the equivalent results in relation to IADLs, such as housework/garden work and shopping. Table 1 uses the ELSA data to explore need and unmet need for ADLs such as dressing and bathing, and the combination of these. It shows that approximately one-tenth of the total older population reported difficulties with dressing, 6.5 per cent reported difficulties with bathing, and 9 per cent reported difficulties with both tasks. Among those who received support with such tasks, the greatest proportion received it from informal sources and formal state sources, and to a lesser extent from the private sector. For example, 27 per cent of those who reported difficulties with bathing, received informal support, 7 per cent received formal state support and 2 per cent received formal paid support. The ELSA data reflect a significant level of unmet need, that is, people who report having difficulties with bathing and/or dressing, and not receiving any kind of support. For example, two-thirds of people reporting difficulties with dressing, and 61 per cent of people reporting difficulties with bathing, did not receive any kind of support. An important caveat of these results relates to the filter used in the ELSA questionnaire, which only enquires about the receipt of different kinds of support if a person reports difficulty with at least one mobility, ADL or IADL task. The GHS dataset (see Table 2 ) shows significantly higher levels of need among the older population with specific ADLs, but lower levels of unmet need. For example, 15 per cent of the total older population reported needing help with bathing/ showering/ washing all over, and the proportion of older people who needed help with both bathing and dressing/getting in-out-of-bed was about 8 per cent, and similar to that reported in the ELSA (9 per cent). The questions in the GHS dataset include a number of filters which consecutively limit the number of persons who are asked whether they have particular needs. For example, only persons who report needing help with using stairs are asked whether they need help with dressing/ getting in-and-out-of-bed. As with the ELSA results, informal support, and to a lesser extent formal state support, provided the bulk of help for such needs, while the formal paid sector played a less important role. The results again showed a significant level of unmet need, with half of the older population who needed help with bathing and 61 per cent of the older population who needed help with dressing/ getting in-outof-bed, not receiving any support for these activities. The BHPS data in Table 3 shows similar levels of need for ADLs to the GHS data, but significantly lower levels of unmet need. Just over 16 per cent of the total older population in the sample reported needing help with bathing, 7 per cent reported needing help with dressing, and finally 3.5 per cent reported needing help with both. As this dataset does not provide any information on the receipt of informal support, we can only deduce that formal state support was more important in addressing ADLs than formal paid support. For example, 62 per cent of people who needed help with dressing, received formal state support, and 22 per cent received formal paid support. What is important to remember when interpreting such results is that the information on need and the receipt of support is not 'matched', in other words we cannot assume in this dataset that a specific kind of support was received in order to assist a person with a specific need. The levels of unmet need are low; however it is important to remember that in this dataset our understanding of unmet need does not include the receipt of informal support. For example, 9 per cent of people who reported needing help with both bathing and dressing, did not receive formal (state or paid) support. 
II. Need and unmet need for Instrumental Activities of Daily Living
Unmet need for IADLs is qualitatively a different kind of need, which although impacting on a person's quality of life, can have a less adverse effect on a person's physical integrity and health status. In addition, a person's need in relation to IADLs may fall outside the eligibility criteria for the receipt of formal state support, which leaves a larger gap for the informal and formal paid sectors to fill. Using data from ELSA, Table 4 shows the level of need for two such tasks: shopping, and house/ garden work. Just under one-quarter of the total older population reported difficulties with shopping or house/ garden work, and almost 11 per cent reported difficulties with both tasks. The majority of people who reported difficulties with either one or both of these IADLs, received support from informal sources, but in addition, formal paid services also covered part of such needs. For example, just over half of the total population reporting difficulties with house/ garden work received informal support, and about 22 per cent received formal paid support. Finally, according to the ELSA data, the level of unmet need for such activities was lower than for ADLs, for example, with 7 per cent of all people reporting difficulties with both tasks not receiving any type of support. Finally, we conducted analysis using the GHS and BHPS data in relation to IADLs (not shown here), and this showed very low levels of unmet need. For example, according to the GHS, 99.9 per cent of the population who needed help with shopping, received help, and this was mainly through informal sources.
Discussion
The measurement of unmet need is pivotal in understanding the extent to which social care provision can meet the needs of older people. This article has discussed the complexity of conceptualising and empirically investigating the concept of unmet need among older people, drawing on data from three nationally representative datasets (GHS, ELSA and BHPS). The results showed that the level of need among the older population is different depending on the particular activity in question, and also depending on the dataset consulted. For example, an older person may be asked whether their daily activities are limited as a result of their health status specifically, or not. The article also shows that the level of unmet need is significant regardless of the ADL or IADL used to indicate need. The receipt of informal care is central to the everyday life of older persons, and this is the case with either ADLs or IADLs; however formal state care appears to be more important in terms of ADLs than formal paid care.
On the one hand, the results reflect the methodological challenge of measuring unmet need, and the diversity in the questions asked by each of the three datasets in relation to need and the receipt of support from different sources. In addition, the results highlight the complexity of need at the conceptual level, and the need to consider the diversity within the concept itself, relating to the type of difficulty encountered, the level of difficulty encountered and the type of support received in relation to specific needs. In relation to the receipt of formal state care, the results highlight the importance of state support for older people generally, and in relation to ADLs in particular. These results also raise questions about the future role of statutory support in the face of significant demographic and policy changes.
In addition, this analysis has revealed the difficulty of obtaining data which can be effectively used to understand need and unmet need. For example, the GHS elderly module has not been included since 2001-02 and the GHS itself no longer exists in its original form. The BHPS did not enquire about support received from informal sources, while its descendent, Understanding Society, only includes questions on informal care provision and not informal care receipt. Finally, the ELSA contains filters which prevent us from having a full picture of the receipt of support by older people, while the use of levels of 'difficulty' rather than a disability gradient further complicates our understanding of need in the sample population. These factors can hamper the ability of researchers to answer important questions like the extent of unmet need for social care.
A further limitation of the surveys used in this article relates to the exclusion of older people who may potentially be those most in need. For example, with the exception of a small subset of the ELSA sample, only older people living in private households are included in the surveys. Furthermore, there is a lack of data for those with dementia and other cognitive problems and also those who are most frail, at the end of life, in long-term care or in hospital. These groups tend to be under-represented in large surveys, and those with dementia in particular fall outside the scope of such studies, leading to there being more data on those providing care for those with dementia and other complex needs than those receiving it. Further analysis is required to understand the needs and unmet needs of some of the most vulnerable groups, in particular, those with dementia, complex needs, and communication difficulties.
An additional dimension of the nature and level of unmet need, not investigated in this article, relates to the user's perspective and the preferences of older people in terms of their needs being met. In terms of informal support, this issue is crucial vis-à-vis demographic changes which affect the availability of kin to provide care and support. In terms of formal state and paid support, this issue raises questions about the quality of care provided, and the extent to which care and support provision can be adjusted according to the recipient's preferences. However, the distribution reported here of help received from informal, formal state, and formal paid sources respectively may partly indicate the preferences of older people, as well as their demographic and socioeconomic characteristics.
This article reflects the necessity for additional research in order to understand the demographic and socio-economic characteristics associated both with the level and type of care, and the extent and kind of support received. Further research could also investigate the particular characteristics associated with older people who report difficulty with particular tasks and are not receiving any kind of support in relation to such tasks. Finally, and perhaps most importantly, the analysis in this article highlights the importance of more precise data in order to effectively measure the level, and understand the nature, of unmet need for social care among older people. As local councils find themselves facing both expenditure cuts and reforms in their assessment and delivery procedures, evidence on unmet need is an essential element of the planning of their future provision.
Key Findings
 There is significant unmet need for social care among older people, regardless of the specific question asked or the specific dataset used. For example, among those who had difficulty or needed assistance with bathing/ showering, between 15-61 per cent reported not receiving any support at all  Unmet need for Activities of Daily Living (ADLs) appeared to be higher than unmet need for Instrumental Activities of Daily Living (IADLs). For example, the ELSA dataset showed that 66 per cent of older people who had difficulty with dressing received no support, compared to 24 per cent of older people who had difficulty with housework or garden work  Informal and formal state support was more likely to be received for ADLs. For example, the GHS dataset showed that 37 per cent of older people who needed assistance with bathing/ showering received informal support, 8 per cent received formal state support, and only 3 per cent received formal paid support with such a task  Formal paid support was more likely to be received for IADLs. For example, the ELSA dataset showed that 22 per cent of older people who reported difficulty with shopping received formal paid support with such a task
